monly in the duodenum; two-thirds of these are found in the second part. In this site 88% (Jones & Merendino, 1960) arise along the concave border, usually near the ampulla of Vater. Jaundice occurs more frequently in those with a diverticulum in this situation than in the general population. This is because of complications that may arise from the diverticulum, or from gall stones and gall bladder disease, with which there is a close association (Landor, 1966) .
We describe here a patient in whom jaundice resulted from obstruction of the common bile duct by a diverticulum.
Case report Mrs F.B., aged 54, attended the Hammersmith Hospital in March 1960 with a history of three attacks of severe upper abdominal pain suggestive of gall-bladder disease, during 12 years. A cholecystogram was performed and was normal. Two years previously she had jaundice which was not investigated and this resolved spontaneously.
On 6 August 1965 she was admitted because of jaundice and irritation of the skin, pale stools and dark urine. The jaundice, which was fading, had been present for 1 week. She also complained of severe epigastric pain with vomiting, each morning for 9 months. The pain, which lasted about 15 min and which was relieved by the vomiting, had recently increased in severity and become localized to the right subcostal region. Upper lumbar backache was also present. She had a moderate intake of alcohol but had not taken any drugs or received any injections.
On examination she was afebrile and jaundiced. (Hobbs, Campbell & Scheuer, 1966 Hartley, 1962; Whitcomb, 1964; Neill & Thompson, 1965; Landor, 1966; Landor & Fulkerson, 1966) .
At laparotomy in our patient, as in other reported cases (Wilbur et al., 1956; Neill & Thompson, 1965) , there was no gross dilatation of the bile ducts or pathology within them. Others have reported gross dilatation of the ducts without intra-lumenal disease (Hartley, 1962; Landor, 1966) . (1960) noted that in 31% of his series a previous cholecystectomy had been performed. In many of these no abnormal pathology or gall stones were found. The persistence of symptoms after a cholecystectomy, even for proven gall stones, should lead one to suspect the presence of a duodenal diverticulum.
There is, however, a close association withlgall stones. Landor & Fulkerson (1966) found 31% of their cases with diverticula in the second part of the duodenum had evidence of gall stones compared with 13 4% with diverticula in the distal duodenum. Jones & Meredino (1960) quoted a figure of 22% but made no correlation with the site of the diverticula. Jaundice may occur secondarily to gall stones especially when they are intra-ductal. They have been previously reported within a peri-Vaterian diverticulum (Hare & Cattell, 1944) . Landor & Fulkerson (1966) X-ray of the skull showed a large defect in the frontal bone with destruction of part of the sphenoid. There was also destruction of the zygoma and left side of the orbit.
A clinical diagnosis of secondary carcinoma was made, although no primary site could be found.
Routine blood count was normal, and the sedimentation rate was 70 mm in 1 hr. She received a course of X-ray therapy to the pulsatile swelling with considerable regression of the mass.
In May 1966 she was found to have severe bilateral exophthalmos and optic atrophy (Fig. 1) . Pupillary light reflexes were absent. The swelling over the left temporalis muscle had not recurred. The sedimentation rate was 90 mm in 1 hr, there was no myeloma band in an electrophoretic strip of the plasma proteins and at no time was there any Bence Jones protein in the urine. X-ray of the skull showed that osteolytic bone destruction had extended to involve both orbits. Three months after admission she developed bronchopneumonia and died.
